
sent. Eyes negative. All cranial nerves normal.
Xo tremor. All tendon reflexes lively and equal.
Cutaneous reflexes normal. No ataxia. Gait awk-
ward with feet apart. Movements of hands awk-
ward. Lower lip hangs down and mouth is open,
while nares are not obstructed. Expression not
alert. Eyes vacant. Does not pass mental tests
suitable to age and environment.

In this case there was probably trauma at birth,
causing mental defect, but the epilepsy did not be-
gin until the age of five, and it followed the loss of
the molar teeth.

A young woman of twenty was operated on for ap-
pendicitis three years ago, and after the operation
she suffered from constipation. All her upper mo-
lar teeth and upper incisors were artificial and
supported by bridge work. A year ago, because of
severe trifacial neuralgia the artificial teeth were
removed, so that she could no longer chew her
food. The neuralgia was not relieved, and soon
after losing the teeth she had an epileptic attack,
and she has had three other attacks since then.

The work of having the teeth of these patients
repaired proceeds very slowly, but at some fu-
ture time I hope to report the results, if any,
thus obtained. At this time it can only be said
that those patients who have had the work done
are doing well.

When there is difficulty in making a diagno-
sis between epilepsy and hysteria, or between
epilepsy and intracranial tumor, a bad condition
of the teeth, in which the chewing surface is
inadequate, is evidence in favor of epilepsy.

Epilepsy is rare in breast-fed infants, and it
does not often occur before the age of eighteen
months. In another series of fifty epileptic
children under twelve years of age, the writer
found that in only seven it began before the age
of one year, while in twenty it began between
the ages of one and two, and in only twenty-
three did it begin during the long period from
two until twelve. Therefore, epilepsy in child-
hood usually begins at the time when the child
is beginning to eat solid food that requires
chewing, and when the teeth are often not suffi-
ciently developed to do the work. In four of
this series of epileptic children there was spastic
paralysis, demonstrating injury to the brain,
but the four were all feeble-minded, and gavo
the usual history of gourmandiziug and bolting
of food, which the writer believes accounts for
epilepsy in the feeble-minded.

Epilepsy resembles tuberculosis in having no
specific cure, and it should be treated, like tu-
berculosis, by common-sense methods, with close
attention to detail. It has to be regarded at
pnce from the viewpoint of the neurologist and
from that of the general practitioner. Three
years ago the writer suggested intestinal sur-
gery in some cases of epilepsy, but he has seldom
been compelled to advise surgery, because good
results can be obtained without it, and in the
majority of cases the dentist, rather than the
surgeon, should be consulted.4 The prognosis in

many cases of epilepsy depends largely upon
the possibility of repairing the teeth.

The series of fifty cases is, of course, too small
to prove that eighty per cent, of all epileptics
have bad teeth, but if in a larger series the per-
centage were to differ by twenty-five with the
percentage in my series, it would still show the
majority of epileptics to have bad teeth. Most
of my patients have been children, and in a
series of adults the percentage having bad teeth
would probably be higher.

The series of over 300 cases, in every one of
which digestive disturbances preceded the epi-
lepsy is, I believe, large enough to answer con-

clusively the question of whether the visceral
changes found in epileptics at autopsy are pri-
mary or secondary.0

1 am indebted to Drs. J. J. Thomas and A. W.
Fairbanks for the use of the material in the
Children's Hospital, where about oue-third of
the cases were seen.
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A CASE OF EPIDURAL INTRASPINAL
ABSCESS OF PYOGENIC ORIGIN.

BY W. J. Mixter, M.D., Boston.

The following case is reported in full on ac-
count of its rarity and also on account of
my belief that there must be a few such
cases, which, were they recognized and drained
in lime, would result favorably. It is a com-

panion case to one reported herewith by Drs.
Ayer and Viets.

Patient seen with Dr. J. W. Shaw of New-
buryport, following a consultation with Dr. P. T.
Lord of Boston, who advised exploratory lami-
nectomy.

/•'. //.—Male, 17 years of age. Family history un-
important.

Past History negative except for furunculosis of
lace, which has been present to a greater or less ex-
tent since adolescence, and which has been quite
severe during the past few weeks.

Present Illness. Sixteen days ago began to have
pain in the left shoulder and about the left side of
tho chest, level of the fifth rib, increased on respira-
tion. Also complained of sore throat. Was at
home from school for a few days but did not see
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his doctor. Improved enough to go back to school,
but was still uncomfortable and evidently not in
good health. Five days ago he was first seen by Dr.
Shaw, as he had suddenly developed acute retention
of urine. He was catheterized that day and ex-
amination of the urine was negative. There was no
evidence of stricture or other obstruction. The
next day he developed stiffness and weakness of
both legs, headache, and stiff neck. The retention
persisted. This was rapidly followed by a spastic
paraplegia with temperature of 101°, and he was
taken to the Anna Jaques Hospital. Lumbar punc-
ture gave clear fluid not under excessive pressurewith 2 cells per cc. Since then temperature has
risen steadily and the paralysis has become com-
plete in the legs. Seen by Dr. Lord last night.

Examination shows temperature 105, pulse 118,
respiration 24, blood pressure 120, white count 30,-
000. Marked furunculosis of face. Throat some-
what reddened. General physical examination
otherwise negative.

Neurological Examination. Conscious. Slightlyconfused mentally. Pupils equal and react nor-
mally. No choked disc. Other cranial nerves nor-
mal to hurried examination. Head held turned
somewhat to the left. Neck stiff; rest of spineshows normal flexibility. No kyphos made out.Definite ataxia of hands (finger to linger and finger
to nose). No motor or sensory jjaralysis of arms orhands. Arm reflexes not increased. Definite zoneof hyperaesthesia from 7-9 D; complete anesthesia
below that level. Legs paralyzed, priapism, and re-tention of urine. Skin reflexes: abdominal not ob-
tained. Cremasteric equal and normal on two sides.
Normal plantar on left, Babinski on right. Tendon
reflexes: knee and Achilles jerks not obtained. Ker-
nig absent.

Lumbar puncture gave clear fluid with very faint
yellow tint, not under pressure, which showed a defi-
nite coagulum on standing. Proteids greatly in-
creased by ammonium sulphate and alcohol precipi-tation. Rare cell.

No x-ray was taken.
Operation. Laminectomy 3d to Ctb dorsal inclu-

sive. Beneath the epidural fat and outside the dura
was found an abscess cavity cylindrical in shape,running from the 3d cervical to the first lumbar ver-
terbra and containing a large amount of creamy,greenish yellow pus under considerable tension. No
evident focus of infection could be made out. The
abscess cavity was drained with rubber and the
wound closed rapidly. The patient died a few hours
later. No autopsy was allowed. The pus showed a
pure culture of staphylococcus aureus.

Discussion. A few words will suffice. Bycareful consideration of symptoms and signs it
was evident that we were here dealing with a
transverse myelitis from an acute process; a
pyogenie abscess was thought most likely, but
the absence of knowledge of previous cases made
us wary of exact diagnosis. The abscess found
is to be considered, in my opinion, metastatic
from the furunculosis or from tonsillar infection
which was present in this case, in the same way
that staphylococcus infection occasionally is
found in perinephritic fat. The possibility of
extension from an osteomyelitis of the vertebra
must be considered, but the operative findings

make me feel that this was not the case; un-

fortunately, autopsy proof of this is lacking.
While txtra-dural abscess formation of this

type. is rare, its importance is considerable, in
that operation undertaken early should give in
favorable cases relief from paralysis and bring
about a cure. Certainly, the outlook should be
considerably brighter than in cases where the
abscess is secondary to infection of the spine.

Text-books on neurology and surgery are prac-
tically silent on this subject. Even in Eisberg 's
recent work, we fail to find mention of this
type. It is for this reason that this case and the
accompanying case of Ayer and Viets are here
reported.

INTRASPINAL EPIDURAL ABSCESS (PY-
OGENIC): CASE WITH AUTOPSY.

BY James B. Ayer, M.D., and Henry R. Viets, M.D.,
Boston.

[From the Departments of Neurology and Neuro-
pathology, Harvard Medical School.]

The two cases of epidural abscess of pyogenic
origin here reported are worthy of considera-
tion, not only because of the rarity of the condi-
tion, but because points of real diagnostic and
therapeutic value are involved. True, both of
these patients died, but there is nothing in either
case which proclaims an unnecessarily bad prog-
nosis for others of similar nature. Such a happy
outcome was indeed obtained in one case report-
ed by Raymond and Sicard.1

An exhaustive study of the literature has not
been attempted, but a moderately thorough read-
ing yields few references to the subject at hand.
In Lewandowsky's Handbuch,2 where if any-
where one would look for light, references were
found to but three cases falling into the group of
epidural pyogenic abscesses, nor have we been
able to fare better elsewhere. It should be here
stated for clearness that from this group we ex-
clude all cases of abscess primary in vertebrae or

spinal cord ; the condition here dealt with is this :

pus collection inside of spinal canal, but outside
of the dura; its origin being metastatic or by
direct extension; the organism pyogenic and not
tubercular.

Without further comment we will present our
case :

O. J., 43 years, on August 20, 1915, while roofing
a house, scratched his right breast on a nail; from
this an abscess developed, and on September 3
broke, yielding subsequently to surgical treatment.
About September 11, however, the patient com-
plained of "pleurisy pains" in left back and later
also in left lower chest, which persisted, accom-
panied by a temperature of 102-104°. On Sep-
tember 26 he could not pass urine for the first
time, and complained of pains in legs as well as
back. His back was rigid and tender over the sev-
enth and eighth dorsal spines. The next day he
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